Anaesthetists, like most in the medical profession, often deny that they may be suffering from work-related stress. This article explores the sources and effects of occupational stress with suggestions for dealing with the stresses of our specialty.
In general many among the medical profession and in society have the notion that doctors are not at risk from stress and do not get sick as they can readily obtain help from their colleagues. However, there is considerable direct and indirect evidence that these myths are blatantly incorrect. Significant external and internal pressures are increasing and can result in increased mental and emotional strain that are characterized by lack of time, more uncontrollable factors and uncertainty 1, 2 . Stress is an inevitable factor of both personal and professional life but when it gets out of control, decreased job satisfaction and other problems may arise [1] [2] [3] [4] [5] [6] . The medical profession no longer commands high regard, respect and prestige and thus the potential for job satisfaction is eroded. Anaesthesia has been perceived to be a stressful speciality [2] [3] [4] and there is some evidence that stress related conditions are more common in anaesthetists. Anaesthetists have to work and co-operate as part of a team with other autonomous professionals. Such efficient and effective teamwork requires time and effort. Further, job dissatisfaction is often linked to a sense of lack of control and loss of autonomy.
EVERYDAY PRESSURES
Occupational stress has been described as "a negatively perceived quality, which, as a result of inadequate coping with the sources of stress, has negative mental and physical ill health consequences" 6 .
Stressors are physical, emotional and mental factors which trigger stress reactions and can be additive. However the way in which individuals are affected depends on their adaptability, personality and experience. Moderate levels of stress may be important in providing the driving force for anaesthetists 1 to function optimally, but when it gets out of control, inadequate coping mechanisms can result in irritability, aggression, anger and longterm reduction in performance. Many anaesthetists tend to work in a relatively isolated environment and fail to realise that their concentration or clinical judgement may be impaired until a major misadventure occurs. They may hide their anxiety or depressive state 1 .
Personal stressors may also be important in producing occupational stress. Financial difficulties, family disharmony, personal and family illness may be additional stressors that may lead to decompensation of the coping mechanisms.
PERSONALITY
The personality of an individual is a significant factor in the development of occupational stress. Obsessional and perfectionist traits with a drive for achievement are the norm among the medical profession. Reeve 7 , in a study on the personality traits of 231 anaesthetists, reported that generally anaesthetists were more reserved, intelligent, assertive, serious, conscientious, self-sufficient and tense but less socially bold and self-assured compared to the general population and general practitioners. Such traits may be normal and valuable for anaesthetists. When this group of anaesthetists were classified into two groups, 80% were in the "stable" and 20% were in the "unstable" group. Further analyses revealed that this "unstable" group were more serious, shy, unsure, shrewd and suspicious. These "unstable" anaesthetists demonstrated instability, high anxiety, insecurity and impulsiveness and poor self-control; identical traits to those of attempted suicides. They were also more likely to have impaired decisionmaking and unsatisfactory behaviour.
STRESS RELATED TO MEDICINE AND ANAESTHESIA
The experiences that are unique and intrinsic to medical practitioners and health workers include dealing with death and the dying patient, and exposure to the effects of physical and emotional trauma which may take their toll on the person. Doctors often have the responsibility of providing relief of suffering in a setting where the expectations of the community may exceed the doctor's ability. The increasing litigiousness of patients is another source of increased tension in everyday work. For doctors who have administrative and organizational responsibilities, there are the unavoidable interpersonal conflicts and tensions as well as demands for performance with increasing accountability and responsibility in the face of reduced resources.
The Association of Anaesthetists of Great Britain and Ireland Linkman Meeting in 1995 reported that 82% of Linkmen noted the presence of an anaesthetist who was demonstrating stressed behaviour in their department 1 . The major sources of stress among anaesthetists were lack of control (42%); professional relationship (25%); work overload (23%); administrative responsibility (41%); conflict between demands of home and work (35%); litigation (2.8%) and peer review and continuing medical education (3.9%). The problems of the ageing brain may occur in anaesthetists resulting in a loss of technical skills and judgement. Although no figures are available for junior anaesthetists, it has been suggested that causes of stress among junior anaesthetists include excessive responsibility at an early stage of their career, work overload, isolation of work, lack of close colleague support, continual change of work environment in rotational programs and examinations. Sleep deprivation and fatigue may have an adverse effect on junior anaesthetists 3 .
The suggested causes of stress such as the pace of new developments, increased patient expectations, fears of litigation and increasing administrative responsibilities are common to all other specialties. A major problem in anaesthesia is the inability to organize one's professional life 2 especially on reach-ing the 40 to 50 year age group. Failure to plan and control one's own working pattern can be stressful. Traditionally, anaesthetists have been regarded as facilitators. However, this has expanded to a role as a facility manager where anaesthetists in both public and private sectors have to ensure the suitability of patients and policies, staffing, meeting medical and safety standards, maintenance of equipment and in the private sector, promotion and marketing of services. These activities can be restricted by rapidly diminishing health budgets. It is therefore evident that anaesthetists have to acquire managerial and organizational skills 1,2 for which they are seldom specifically trained. Demands for research and publications can be additional stress factors for academic anaesthetists.
GENERAL EFFECTS OF STRESS
The amount of stress experienced by an individual depends on various factors 8, 9 . Heredity may play a role in determining the initial autonomic response (alarm reaction) to the threat or challenge. Personality, work and organizational skills, attitudes to unpredictable and difficult situations, self esteem and coping mechanisms may influence a person's susceptibility to occupational stress.
Following the initial alarm reaction, a survival strategy is developed leading to the "resistance" stage where coping mechanisms are initiated. Short-term measures are usually inadequate and can lead to long-term reduction in performance.
Prolonged stress can ultimately lead to an exhaustion stage which is characterized by physical and emotional symptoms and mental dysfunction. Impending exhaustion may be manifested by physical symptoms of a general feeling of tiredness, lack of energy and sleep disturbances. Emotional symptoms of exhaustion due to excessive stress include depression, frustration, suicidal ideas and anxiety states. Mental dysfunction includes impaired judgement, loss of concentration, a negative attitude towards work and indecisiveness. Such loss of confidence and control can lead to misuse of alcohol, tranquillizers and other drugs. Long continuous stress can also lead to the "burnout syndrome" which describes the emotional and mental exhaustion which ultimately causes apathy.
EVIDENCE OF STRESS AMONG ALL DOCTORS AND ANAESTHETISTS
The evidence 10-21 that medical practitioners are prone to suicide, alcohol and drug abuse at rates well above the general population is incontrovertible.
Suicide Rates
A study of a cohort of University of Melbourne medical graduates 10 reported that the suicide rate for male doctors was about double that expected based on their all-cause mortality rate and that for female doctors six times that expected based on the female all-cause mortality rate. A review 11 of suicide studies in a range of countries showed that male doctors had one to three times the the suicide rate and women doctors had 2.5-5.5 times the rate of the general population and all other academic vocations.
Several studies 2, 12, 13 have suggested that there is a three to four times increased risk of suicide in anaesthetists as compared with doctors as a whole, using age-adjusted control groups. The most often quoted study is that by Lew 12 who investigated this during the period 1954 to 1976. This study also revealed that there was an increased risk for anaesthetists younger than 55 years, indicating age as a factor. Above this age, the standardized mortality rate decreased suggesting that the "danger" period was passed. However, a study 14 from Oxford examining mortality among male anaesthetists in the United Kingdom between 1957 and 1983 found no increased risk of suicide among anaesthetists, but confirmed the finding of increased risk among doctors compared to the general population.
However, in 1982, the suicides of five anaesthetic trainees in Britain led to a special inquiry by the Association of Anaesthetists of Great Britain and Ireland 4 . Although no specific occupational factors could be identified, there were suggestions that social factors could have contributed to these suicides.
Early Retirement
McNamee 13 examined the early retirement of anaesthetists due to ill health while in post and reported that ill-health retirements among male anaesthetists were more than twice those of a control group of consultants from surgery, medicine, radiology and radiotherapy. The risk of early illhealth retirement increased exponentially with age and was greatest in the middle years, 35 to 55 years.
Chemical Dependence or Misuse
About 100 deaths per year among physicians in the U.S.A. 15 are directly attributed to chemical dependency, with a male:female ratio of 4:1. Among the specialty groups represented most often in these figures are general practitioners and anaesthetists, with psychiatrists and emergency medicine physicians a close second 15 .
Available data suggest that 10 to 14% of physicians are addicted to alcohol, to other drugs or both 16 . When professional impairment programs are studied, alcohol abuse figured prominently and anaesthetists seem to be represented to a disproportionate extent 2 . A retrospective study 17 of 144 doctors who received treatment for drug and alcohol dependency reported that 41.6% had alcohol misuse, 26.4% drug abuse and 31.3% were misusing both alcohol and drugs. The mean duration of substance abuse prior to treatment was six years and the mean age of presentation was 43.1 years. The pathways into substance abuse were studied 8 ; personality difficulties accounted for 52.8%, anxiety and depression for 31.9%. It was noted that substance abuse was revealed at middle age in most doctors. Two subgroups of hospital doctors were identified, one consisting of non-consultants characterized by an earlier onset of substance abuse (29.9 years), misuse of a larger number of drugs and experiencing difficulties with their career; and the other group comprised of consultants who had a later onset of misuse of drugs (42.6 years). A survey of doctors in New South Wales 19 showed that 3% admitted to alcoholism and another 2% to drug problems, most as a result of self prescription.
Studies on opioid abuse among anaesthetists in the United States 16 and in Australia 20 suggest a prevalence of one to two per cent for drug addiction, a figure three to seven times that of the general population 21 .
Although stress may be one of the factors for this addiction, other risk factors such as easy access to opioids and evidence that some deliberately choose the specialty to gain easy access to such drugs have been suggested.
STRESS MANAGEMENT
Doctors have great difficulty in acknowledging their own illnesses, especially psychiatric disorders and chemical abuse. Denial is common and this may be due to underlying personality traits. However, much of it is due to medical training, as learning to be a doctor is linked to "learning not to feel and react like a person, i.e. like a patient" 22 . Further, it has been suggested that stressed doctors are reluctant to admit to stress because of the fear that it may prejudice their career prospects or security 1 . Embarrassment and denial are the common barriers to doctors seeking help or counselling. Sick doctors who avoid treatment and continue to practise endanger themselves, their family, their institution or practice and the patients they treat.
At medical school, a good grounding in interpersonal skills of communication and assertiveness should be achieved 22 . Three main groups of skills should be acquired. These are foundation skills which include motivation, self-esteem and self-awareness; facilitative skills which involve interpersonal skills and life-style development; and finally performance skills which include physical arousal, mental control, focusing and attention. Thought control is especially important in conflict management and may be enhanced by using mood words, elimination of negative thoughts and focussing. A common technique of increasing one's focus is to perform breathing maneouvres which decrease external attention and increase internal focus. These may be useful during an oral examination, or dealing with a difficult surgeon or administrator. Problem solving and emotional processing of problems are positive coping skills. Talking things through, sharing them and dealing with feelings that have arisen by the issue are useful coping mechanisms.
Time management is also essential 1, 22 . The effective use of time management and good communication skills can reduce this perceived lack of control. An overall balanced healthy lifestyle is essential. This includes adequate rest and recreation, and attention to basic needs such as diet and exercise (an outlet for tension). To maintain stability, anaesthetists need another interest such as teaching, research or other organizational activities. As anaesthetists tend to work in isolation, the ability to share experiences and express emotional problems may be limited. Discussing problems with a colleague or peer, or sharing it with a trusted friend may be invaluable. After a traumatic experience, an unexpected death or anaesthetic mishap, it is important to seek the opportunity of talking through the issues with a peer or professional adviser.
Undergraduate and postgraduate training does not provide the specialist anaesthetist with other attributes or qualities that may be required. Stress management seminars can be another avenue for improving stress management as demonstrated by the Association of Anaesthetists in Great Britain. Initial scepticism of such seminars has been dispelled by the oversubscription of such meetings over the last three years 1 .
The last aspect of stress management is the question of how to deal with an anaesthetist who is already suffering from unacceptable stress. Personal counselling, local workshops and local support provide confidential stress counselling that can be organized on an individual basis for stressed doctors. Doctors' Health Advisory Services 19 have been established in all states of Australia. These services are purely voluntary and provide crisis intervention and confidential advice for doctors in need, or advice to those who are close and seek direction on how best to help. Those with overt clinical illness are recommended for treatment to an appropriate specialist. The sick doctor should be counselled to seek help early before the problems endanger his patients or his professional status.
Prevention and early intervention should be our aim. It is evident that there is a lack of awareness of occupational stress among anaesthetists and other medical practitioners. Occupational stress can lead to a wastage of resources as the productivity of the middle-aged anaesthetist, who should be at the peak of his career, may be diminished.
